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C O P A Y "  CHARGES APPLIED To INDIVIDUALS covered AS MEDICALLY NEEDY UNDER THE PLAN 

A. Copayment charges apply in Section
to all covered services except those specified 

4.18 and the following: 


1. Laboratory services. 


2. The professional component of diagnostic radiology, nuclear medicine, radiation 

therapy and medical diagnostic services, is
when the professional component billed 
separately from the technical component. 

3 .  Services furnished or authorizedby a health insuring organization(HIO), 
pursuant to42 CFR Part 434. 

4. Services furnishedby a home health agency. 

5. Services furnishedby a psychiatric partial hospitalization program. 

6. immunizations dispensedby a physician. (Medically needy recipients are 

eligible for immunizations when provided under the
epsdt program). 

7. 	 Rental of durable medical equipment (Medically needy recipients are eligible 
only home health agency).for durable medical equipment when provided or authorized aby 

8. Specific ostomy supplies. (Medically needy recipients are eligible for 
surgical supplies only when providedor authorized by a home health agency.) 


9. Specific oxygen services. (Medically needy recipients are eligible
for durable 
medical equipment only when provided or authorizedby a h- health agency.) 

10. Outpatient services when the Medical Assistance
fee is d e r  $2.00. 

11. Medical examinationswhen requested by the Department. 

# 12. c 
13. Screenings provided under the and
Early and Periodic Screening, Diagnosis 

treatment (Ern)program. 

B. All charge are in the nature of nominal copayments paid
by recipients to providers. 


C. The amountof the copayment, which is tobe paid to providers by recipients and 
which is deductedfrom the commonwealth Medical Assistance fee to providers for each 
.mice is as follows: 

2. For inpatient hospital services, providedin a general hospital, rehabilitation 

spital or private psychiatric
hospital, the copayment $3.OO per covered dayof 
patient care,to an amount notto exceed $21.00 per admission. 
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3 .  Fornon-emergency services provided i n  a hospital emergency room the copayment 
I the hospital support component is double the amount shewn i n  paragraph 4, i f  an approved 
Fiver exists from the U. S. Departmentof Health and Human Services. If an approvedwaiver 
ES not  exist, the copayment w i l l  follow the schedule sham i n  paragraph 4. 

4 .  When the total component or only the technical component of the following 
services are billed, the copayment is $1.00: diagnostic radiology, nuclear medicine, 
radiation therapy and medical diagnostic services. 

5. For all otherservices, the amount of the copayment is based on the Medical 
assistance feeforthe service, using the following schedule: 

(a)  If the Medical Assistance fee is $2.00through $10.00, the copayment is 
$.50. 

(b) If the Medical Assistance fee is $10.01 through $25, the copayment is 
$1.00. 

( C )  If the Medical Assistance fee is $25.01 through $50, the copayment is 
$2.00. 

(d If the Medical Assistance fee is $50.01 or more the copayment is $ 3 . 0 0 .  

6 .  When a recipient is covered by a third party resource and theprovider is 
eligible for an additional payment by Medical Assistance,the copayment required of the 
recipient may not  exceed the amountof the Medical Assistance payment for the item or 
vice. 
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STATE plan UNDER TITLE XIX OF THE social security ACT 

B .  	 T h en e t h o du s e dt oc o l l e c tc o s ts h a r i n gc h a r g e s  � o r  medically needy 
i n d i v i d u a l s :  
-
-/ h  	P r o v i d e r s  are r e s p o n s i b l e  f o r  c o l l e c t i n g  t h e  c o s t  s h a r i n g  c h a r g e s  

f r o mi n d i v i d u a l s .  
-
L/ The a g e n c yr e i m b u r s e sp r o v i d e r st h ef u l lm e d i c a i dr a t ef o rs e r v i c e s  

a n dc o l l e c t st h ec o s ts h a r i n gc h a r g e sf r o mi n d i v i d u a l s .  

C .  	 The b a s i sf o rd e t e r m i n i n gw h e t h e ra ni n d i v i d u a l  i s  u n a b l e  t o  p a yt h e  
charge ,andthemeansbywhichsuchanindiv idua l  is  i d e n t i f i e d  t o  
p r o v i d e r s ,  is d e s c r i b e d  below: 

The p r o v i e r  nust accept  the  rec ip ien t ;  statement that he or  she 
is unable t o  pay unless the Provider has creditable evidence that 
the rec ip ien t  is able to  pay but r e f u s s .  
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STATE PLAN UNDER TITLE XIX OF THE social SECURITY ACT 
-. 

S t a t e :  Pennsylvania 

D. 	 The  p rocedures  f o r  implement ingandenforc ing  the  e x c l u s i o n s  from c o s t  
s h a r i n gc o n t a i n e di n  4 2  CFR 4 4 7 . 5 3 ( b )  a r ed e s c r i b e d  below 

(copy from attachment 4.18A, p. 3 , D) 

- . 
r i


E. Cumulative maximums on charges: 

-
L/ State policy does n o t  provide f o r  cumulative maximums. 
-

.& Cumulative maximums have been establishedas described below: 

The department calculates the amount of copayments paid by a recipients 
and reimburses the recipient for copayments in excess of $90.00 i n  a 6-month 
period. This calculation is based an invoices paid by the medical Assistance 
Program and adjudicated between January through June and July through december 
of each year, w h i c h  verify that the recipient paid the copapt. 
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